example, due to traditional cultural values, difficulties in establishing rapport and ascertaining accurate information may occur if female interpreters are not used for elderly Indian women. Similar difficulties will also occur if the ethnicity of the subject and the interpreter is not matched accurately. For example, Afghani interpreters may speak both Farsi and Pashto, but there may be difficulties if the ethnicity of the interpreter is not matched with that of the subject within the Afghani group.
The Code of Practice advocates provision of written information and other methods of communication. Many BME elders are unable to read their mother tongue, and written information will not be helpful unless a professional reader is readily available as and when the subject wishes to read the information, but this may not be a practical option. Audio tapes, CDs, video tapes and DVDs may be more appropriate mediums to provide information, but availability of technical equipment would have to be ensured.
Other cultural and religious factors are also important. For example, elders practising Hinduism and Jainism are expected to disengage from economic, social and domestic responsibility [14] and, therefore, may indicate that any decision should be made by their eldest son. Also, elderly Indian women, in accordance with traditional cultural practice, may indicate that any decision should be made by their husband. The MCA does not allow other individuals to consent on behalf of adult subjects. Therefore, this implied delegation of decision-making raises major ethical difficulties that have not been recognised or addressed in the MCA other than through lasting powers of attorney or court-appointed deputies. The issue of discrimination within the MCA arises if some BME elders could only practice their traditional cultural values through this formal mechanism. Some cultural and religious practices may lead to refusal of treatment (in some faiths blood transfusion is banned) and trigger an assessment of DMC.
The broad principles of the MCA and the guidance in the Code of Practice appear to cover many of these issues. For example, those lacking DMC on an issue could have decisions made using the best interest principle, and the determination of best interest requires consideration of the subjects' previous wishes, feelings, beliefs and roles (including culture and religion). However, details of these applications of the MCA are buried underneath the general principles and are open to differing interpretations during the assessment of BME elders.
How safe are our hospitals?
Policy-makers, service commissioners, service providers and assessors should be aware of these potential difficulties, and undertake measures to reduce them. Formal training in cultural sensitivity and competence is required for those involved in the application of the MCA. Professional interpreters involved with the MCA require formal training on the core concepts of the MCA. In the absence of a central mechanism or requirement to collect data on language, ethnicity and religion of subjects who have an assessment of DMC, individual health care providers, local authorities, and independent sector care homes should collect this data. This will allow monitoring of any disproportionate use of the MCA, auditing of any difficulties and identification of examples of good practice. This should be supplemented by high quality research examining the assessment of DMC and the application of the MCA in BME groups. Unless these steps are taken, BME elders may be disadvantaged by the practical application of some of the MCA's requirements. Many of the issues pertaining to the MCA with regard to BME elders may be relevant to developing countries because such countries, particularly from the Commonwealth, often make legislative changes after such changes are enacted in the United Kingdom.
